Pheochromocytoma rupture is rare, and emergent adrenalectomy is associated with a high mortality. We herein report a patient with pheochromocytoma rupture who was stabilized by transcatheter arterial embolization (TAE) and subsequently underwent elective surgery. A 45-year-old man presented with the sudden onset of left lateral abdominal pain, headache, chest discomfort, high blood pressure, and adrenal hemorrhaging on enhanced abdominal computed tomography. TAE was performed under a provisional diagnosis of pheochromocytoma rupture. Following oral doxazosin, he underwent elective left adrenalectomy four and a half months after TAE. Stabilizing the hemodynamic status by TAE before adrenalectomy is a viable option for treating pheochromocytoma rupture.
Introduction
Rupture or hemorrhaging is a rare complication of adrenal tumors. Only a few dozen cases of adrenal hemorrhaging have been reported in patients with pheochromocytoma. Emergent adrenalectomy in such cases is known to be associated with a high mortality.
We herein report a patient with pheochromocytoma rupture who was stabilized by transcatheter arterial embolization (TAE) before undergoing elective surgery.
Case Report
A 45-year-old man with a history of sleep apnea, nonischemic chronic heart failure, diabetes, and dyslipidemia presented to an emergency hospital with the sudden onset of left lateral abdominal pain, headache, and chest discomfort. High blood pressure (181/142 mmHg) and adrenal hemorrhaging on enhanced abdominal computed tomography (CT) were observed ( Fig. 1) , and he was transferred to our hospital. A physical examination upon admission was unremarkable except for a blood pressure of 142/102 mmHg (treated with 8 mg/h of nicardipine) and a heart rate of 107 beatsper-minute. The laboratory findings including hormonal data are shown in Table 1 . Enhanced abdominal CT performed at the previous hospital showed left intratumoral hemorrhaging with a 6.5-cm adrenal mass. Under a provisional diagnosis of pheochromocytoma rupture, TAE was performed in order to restore hemodynamic stability (Fig. 2) . After embolization, his systolic blood pressure rose to 240 mmHg, and he was treated with intravenous phentolamine followed by oral doxazosin. In addition, severe constipation persisted for about one week.
Four and a half months after TAE, the patient underwent elective left adrenalectomy. During the period between TAE and surgery, the catecholamine level peaked 3 days post-TAE before decreasing to around 0.085 μg/mgCre of urine metanephrine and 2.3 μg/mgCre of urine normetanephrine 1 month post-TAE and remained flat thereafter (Fig. 3) . A his- tological examination of the resected tumor confirmed the diagnosis of pheochromocytoma (Fig. 4) and showed several small arteries with irregular fibrous thickening and a collection of small vessels in the tumor (Fig. 5) .
Since the surgery, he has been in good health, only taking 10 mg/day of carvedilol for non-ischemic chronic heart failure. At 1 year postoperatively, his urinary metanephrine and normetanephrine were 0.063 μg/mgCre and 0.29 μg/mgCre, respectively, and adrenal magnetic resonance imaging revealed no signs of local recurrence.
Discussion
Xarli et al. proposed a treatment algorithm for patients with adrenal hemorrhaging (1). However, treating pheochromocytoma rupture, which severely affects the hemodynamics, can be challenging. The clinical profiles of 74 cases reported in the literature are summarized in Table 2 . The mortality rate can be as high as 40% in patients that subsequently undergo emergency adrenalectomy. However, there has only been 1 fatality (4%) reported among the 7 patients who underwent delayed surgery with TAE (Table 3) . The patient who died had pheochromocytoma rupture presenting as acute abdomen. Despite TAE, his blood pressure remained unstable, and emergency surgery was performed two hours later. However, he ultimately died six days after the surgery (2).
While TAE is considered an effective and minimally invasive option for arterial bleeding due to pheochromocytoma, emergency surgery might be unavoidable in some cases, as in the above-mentioned patient. Therefore, excluding the cases in which emergency surgery is necessary, TAE is a suitable option for the management of active bleeding from pheochromocytoma. In addition, even in the absence of active hemorrhaging, it may be beneficial to perform TAE to achieve hemodynamic stability in patients with fulminant cardiogenic shock (3) or to reduce perioperative blood loss from a giant hypervascular pheochromocytoma (4) .
In the present case, the catecholamine level of the patient peaked at three days post-TAE, declined, and then remained flat from one month post-TAE. Severe but transient constipation, which was present for about one week after TAE, may reflect the post-TAE elevation in the levels of noradrenaline, the predominant catecholamine secreted by this patient's tumor, as noradrenaline plays an important role in causing constipation in pheochromocytoma (5) . There have only been two reports evaluating the changes in the catecholamine levels around TAE. Bunuan et al. reported that, in their patient, the urinary vanillylmandelic acid level increased after TAE was performed for non-hemorrhaging pheochromocytoma (from 38.5 mg/24 hours before TAE to >200 mg/24 hours at 1 day after TAE). Their patient complained of nausea and epigastric pain a few hours after TAE (6) . In contrast, Teranishi et al. reported that the plasma noradrenaline level decreased after TAE of a catecholamine-secreting Glomus jugulare tumor (7) . Changes in the catecholamine levels and symptoms might be dependent on the histology of the tumor, the bioactivity of the secreted catecholamine, and the technique of TAE. The further accumulation of cases may help predict changes in the catecholamine levels and symptoms after TAE.
The exact mechanism underlying pheochromocytoma rupture is unknown. In the present case, a pathological evaluation of the resected left adrenal gland showed several small arteries with irregular fibrous thickening and a collection of small vessels in the tumor. The fibrous thickening of small arteries indicates heterogeneous arterial repair, which may suggest the influence of localized endothelial cell dysfunction and/or persistent mechanical stimulation (e.g. hypertension and/or mass effect). In addition, endothelial cell dysfunction and heterogeneous remodeling may be associated with microthrombogenesis as well (8) . The collection of small vessels in the tumor may indicate angiogenesis and the formation of granulation tissue, which reflects the remodeling process following intratumoral hemorrhaging and necrosis. Further histological studies are needed to clarify the mechanism underlying pheochromocytoma rupture. In conclusion, stabilizing the hemodynamic status with TAE followed by adrenalectomy may be a suitable option for treating pheochromocytoma rupture. However, a careful evaluation is important, as there are some cases in which hemodynamic stabilization is difficult to achieve with TAE alone.
The authors state that they have no Conflict of Interest (COI).
